U rinary catheterisation is a common procedure in clinical practice. Patients with urinary catheters, or those who require urinary catheterisation, will be encountered by all clinicians. It is important for GPs to understand the indications for urinary catheterisation, its management and associated complications, as well as when to refer for urological intervention. The technique for urinary catheterisation is also highlighted with information on catheterisation in the community.
contents of the bladder at the discretion of the patient. Patients should be provided with leg bags (500-750 mL bag) and larger drainage bags (2 L bag) for overnight use. These must be prescribed with the catheters. However, stands for bags are not readily available on outpatient prescription in the community. District nurses may provide stands.
Indwelling urinary catheters should be changed within at least 3 months of insertion. Earlier change of catheter may be required if the patient develops catheter complications. Drainage bags should be changed after 3-5 days of use. Long-term catheters are usually coated with silicone or with silver alloy. Although more expensive, these catheters are more durable and less vulnerable to antimicrobial colonisation.
Indications
The indications for indwelling catheters are presented in Table 1 Acute urinary retention is the sudden inability to pass urine. Causes can differ and can be broadly categorised based on whether patients are under or over the age of 50 years. It is important to note that younger patients can present with conditions common in the older population and vice versa.
Painful obstructive retention in patients under 50 years in age is usually caused by a urethral stricture (this includes meatal stenosis and severe phimosis) or can be secondary to a neurological condition. By the time a stricture has caused retention, the narrowing is so tight that attempted catheterisation can exacerbate the stricture, making subsequent management more difficult. Therefore, catheterisation with a single 14 French Foley catheter should be attempted only once.
Thereafter, a suprapubic insertion (through a surgical opening in the abdomen) should be undertaken, and therefore requires urgent referral to secondary care. Less common causes of acute urinary retention include pelvic masses, atonic bladder and detrusor sphincter dysynergia.
The common dictum is that if a 14F Foley catheter passes easily into the bladder in a male patient with urinary retention under the age of 50 years, then an obstructive cause (stricture) is unlikely. In such cases the range of neurological causes includes transient viral transverse myelitis and neurological tumours.
In older men (over 55 years in age), benign prostatic hypertrophy (BPH) and urethral strictures are the most common obstructive causes of retention. In the majority of cases of BPH, catheterisation using a 16F Foley catheter will be successful if the technique outlined later in this article is followed. Otherwise, referral to hospital for an open or puncture suprapubic catheter insertion is required.
Whenever catheter insertion fails and there is blood at the tip of the catheter it is likely that urethral trauma has been caused, possibly creating a false passage. Subsequent attempts at catheterisation are likely to fail or cause more trauma as the catheter will preferentially pass via the false passage.
Acute retention is less common in women, and the cause is often predictable based on known medical history. Causes of acute urinary retention in women include: . Medication (amitriptyline/antidepressants)
. Neurological problems (multiple sclerosis/spina bifida)
. Cancers from pelvic organs that have spread through the natural fascial planes .
Constipation
. Urethral stenosis 
Techniques
There are many pitfalls to urinary catheter insertion and an assistant is recommended. This can be a difficult or impossible in the community.
Catheterisation in the surgery or at an outpatient appointment can allow the required assistance and use of a tilting couch or trolley.
The non-touch technique is taught to all those inserting catheters.
Catheters in the UK are supplied with protective aseptic sleeves. This allows catheters to be inserted without touching the catheter itself.
Hudson and Murahata (2005) showed that the non-touch technique provides a significant benefit in reducing the external contamination rates and it is now the recognised method for insertion of a catheter.
It is important to set-up a sterile field in preparation for cleaning the urethral orifice using sterile water with a 'one handed' technique.
This means that one hand is dirty and touches the appropriate areas on the patient, whereas the other hand only has contact with the sterile field. Next, local anaesthetic gel (supplied in a syringe form)
is gently inserted into the urethral orifice. At this point, before insertion of the catheter, the first set of sterile gloves is discarded and a new set of sterile gloves is put on. When handling the catheter, remove the end of the sleeve covering the end of the catheter. While stabilising the urethral opening (whether this be through holding the penis or spreading the labia), the other hand should be holding the sleeve. After the initial passage of urine 10 mL should be sent for microscopy, culture and sensitivity testing.
A sterile collecting bag is connected and the residual output is recorded as the residual urine. Check if a dose of prophylactic antibiotic (usually 3 mg/kg of gentamicin) needs to be given. Local antimicrobial policy will indicate whether antibiotics are recommended for catheterisation. Indications include immunocompromised patients, patients with a known urinary tract infection or patients who have had a history of infection following a catheter insertion/removal previously. This is most relevant in the hospital setting, but in primary care intravenous antibiotics will not be available and an oral alternative may be administered following local antimicrobial policy. Figure 2 is an example of the information that is typically recorded in hospital after catheterisation. However, in the community recording of the 1-hour post-insertion residual will not be practicable. If possible, document the residual before leaving the patient and inform the patient or carer to record the residual after 1 hour and give instruction on communicating the result should this exceed 800 mL.
The key principles are the same for female urinary catheterization, but there are some differences worthy of mention. The patient should be positioned lying supine with knees and hips flexed. Just before commencement of the procedure the hips should be externally rotated. A water-based antiseptic (chlorohexidine) is used to clean the labia major, labia minora, clitoris, urethral meatus and vagina.
There is no proven benefit of local anesthesia in women. A waterbased lubrication jelly should be applied to the tip of the catheter and not at the urethral meatus. Lubrication of the meatus may cause difficulty by spilling on to the labia major and labia minora. This will make it impossible to hold the labia apart using gloved fingers without causing the patient further distress. It also enables identification of the urethral orifice when catheterising the patient.
In older patients, with vaginal atrophy and resorption of supporting retropubic fat, the urethral meatus may be pulled slightly behind the pubic bone. The urethral meatus may be visualised better in full lithotomy position.
A small 12Ch catheter is preferred, but a 14Ch may be the smallest available. After applying lubrication to the tip, the catheter is inserted into the bladder via the meatus. The female urethra is approximately 2.5-cm long.
Complications
The majority (70-80%) of urinary tract infections (UTIs) in hospitals are attributable to use of an indwelling catheter (Zarb et al., 2014) . GPs and district nurses will also often encounter UTIs associated with catheters. It UTIs . However, the potential improvements in quality of life may make ISC a good alternative to the permanent indwelling catheter. The limitations of ISC must also be considered. It is an expensive alternative and requires good patient hygiene and organisation.
Urinary sheaths fit around the penis in a similar way to condoms, thus avoiding catheterisation through the urethra and reducing Figure 2 . Necessary documentation postcatheterisation.
infections Use of incontinence pads in women in place of indwelling catheters has also been shown to reduce UTIs .
Change of catheter in the majority of patients can be done using an 
KEY POINTS
. 
